This paper explores the influences of Emotional Regulation (ER) and work schedules on work-family conflict (WFC) among Italian nurses, also accounting for some familial variables. The data used in this study come from a survey conducted on 191 nurses working in two public hospitals of Tuscany (Italy). Stepwise multiple regressions were applied to examine the relationships among these variables, using the WFC as dependent variable. We found that some work related dimensions had direct effects on WFC outcomes; however, these impacts on the criterion variables are modified by the effects exerted by specific ER strategies.
Introduction
Nursing is considered a complex profession which, despite being a fulfilling and satisfying job [1] , can be impaired by many different stressful situations that have costs in terms of productivity, satisfaction, patients' safety, nurses' physical and mental health, stress, burnout and turnover [2] [3] . In fact, nurses are faced with many different critical challenges regarding both structural-job tasks, work hours-and psychosocial demands-relationships and interactions-, which can influence their performance as well as their health and well-being [4] [5]. In recent years, researchers and practitioners have outlined the role of work-family conflict (WFC), acknowledged by the literature about work as a risk factor of workers' productivity, health and well-being. While WF interface lite-rature has made considerable progress and much is now known about the antecedents and consequences of WFC in various different occupational sectors [6] , knowledge about these topics in nursing is still relatively under-researched. Several noteworthy gaps remain to explore, even if some scholars have already recognized the importance of WF interface for the nursing profession, both for its effects on the nursing shortage and performance [7] . Among these gaps is the analysis of those variables that may increase or decrease the effects of the different antecedents on WFC, such as affective and emotional dimensions. WF interface has proved that, while negative affective responses can be associated with increased WFC [8] , the people's ability to perceive, understand and manage their emotions-especially their emotional intelligence-would help them to balance the work-family life [9] . The role of emotions and emotional skills is further stressed in jobs like nursing, in which workers have to face various interpersonal, social, relational and emotional situations. In fact, in order to address their job challenges in an adequate and functional way, their emotional skills (as Emotional Intelligence/EI) are crucial to improve their performance and job satisfaction, as well as to reduce job stress and burnout [10] [11] . These skills are also considered key individual resources to balance work and family domains [12] .
The construct of emotional labor has been used as general, theoretical grounding: it refers to emotional expressions related to job and family display rules, as well as to roles' expectations. Thus, it has been considered as an emotional regulatory process [8] .
In spite of the growing interest in this topic and the fact that most nursing literature outlined the outcomes of EI on nurses' performance [11] , we know little about the role of ER ability in buffering the effects of work and family antecedents on the WFC. In particular, as far we know, no research provides any knowledge about the mediator role of the different ER strategies to help or hinder this interface between work and family domains.
In our research, we aim to narrow this gap by empirically analyzing the direct effect of ER on WFC, and proposing ER as a bridge among work and family dimensions. In these conditions, the ERs dimensions might become specific risks or protective factors influencing the WFC. This investigation permits to add knowledge and fully explains the features of WFC in nurses by examining within-individual dimensions, unlike most research, which considers contextual and between-individual differences.
Background

Work-Family Conflict
WFC can have several negative outcomes regarding the individual, familial and job dimensions. Nursing literature reports its negative connection with job satisfaction, job performance, psychological health and well-being [20] and its positive effects on physical health problems [21] , burnout [22] , and with turnover [19] . In some cases, in nursing, the WFC outcomes are not direct, but mediated by other variables, such as job satisfaction, stress, and psychological features [20] [22] .
Furthermore, scholars deepened the understanding of individual, relationship, familial, work and organizational factors which could be relevant antecedents (both in terms of risk, and of protective factors) of WFC. Greenhaus and Beutell [14] proposed three WFC antecedent types experienced in one of the two domains, which may influence the functions, performance, satisfaction, expectations and rules of the other one. They identify the time-based conflict, i.e. the time required by one of the two roles; the strain-based conflict, i.e. the experienced energy in term of negative emotional states and fatigue; and the behaviour-based conflict, i.e. the required behaviours, expectations, or rules, experienced in one role but influencing the results in the other. In the general WF literature, scholars mainly focused on the time-based conflict, paying particular attention to working hours and their interference with the time available for family and leisure [23] [24] , and increasing couple conflict [25] . In nursing, attention to the time is particularly important as this job involves different and often inconvenient work schedules, like evening work, night work, weekend work, and shift work. A consistent number of studies focused on the question of how the length of working hours affects WFC [26] [27] [28] . However, focusing on full and part-time working, Abrahamsen, Holte and Laine [29] showed that in both cases nurses expressed similar levels of WF interference. Also inconvenient work schedules-evening work, night work, weekend work, shift work (shift and night work, evening shift, rotating shifts), variable/flexible working time, pro-Open Journal of Medical Psychology longed duty periods-had been considered as important antecedents of WFC [30] [31] . In Italy, Camerino et al. [32] found that quantitative workload, together with the performance of tasks not belonging to the nursing profession, and the number of weekends/month spent at work, were all strongly associated with WFC. In the family domain, scholars considered that familial demands like housework and childcare can create difficulties in managing familial and job time. Takeuchi and Yamazaki [28] found that WFC increase if nurses do not receive assistance with housework during workdays, and thus spend much time in housework and childcare.
The second type of antecedent identified by Greenhaus and Beutell [14] is strain-based conflict. WF literature has mainly inspected it in consideration of the negative effects of job-stress on marital interaction and marital quality [33] , and of the perceived parenting stress and parenting self-efficacy associated with WFC [34] [35] . In nursing, we also found an attention to job experience and in particular to job demands as workload and emotional dissonance. Workload (defined as the condition of having much work to do and little time to do it) has been associated with nurses' WFC [26] . Emotional dissonance, regarding the discrepancy between felt and displayed emotions [36] , as well as emotional charge have been associated with WFC [26] [37] . Even problematic job relationships with supervisor and/or co-workers can be important for WFC; as a case in point one may consider supervisors' backlash (or the workers' perception that their supervisors oppose or resent their efforts to balance work and family domains) [26] and low support in the workplace [28] . In the familial domain, Lagerström et al. [27] found that inter-role problems were mainly experienced by nurses who had large families, young children, and family members with health problems; however, both married and unmarried female nurses reported heavy family obligations, as the unmarried usually live with their family and are also caregivers to their parents.
As far as the third type of WFC-i.e. behavioural-based conflict-is concerned, we found no reference in the literature about topics that are present in WF literature. For instance, specific research observes that high work role expectations, considering the work role as particularly relevant for workers' identity, and the responsibility for others required by the selfsame job, all are meaningful antecedents of WFC.
Other risk factors and some protective ones that may prevent or help persons cope effectively with WFC, have been identified. For instance, dispositional factors like self-efficacy, positive affect, internal locus of control, hope, optimism and resilience can reduce WFC [38] [39] . Takeuchi and Yamazaki [28] identified as a protective factor of WFC the sense of coherence (SOC)-regarded as a stress-coping ability-implying a positive attitude, which allows to live and to accept stressors as opportunities for personal growth. As observed by these authors, when SOC was low the WFC increased, and when it was present among the nurses it fostered a buffering effect against depression resulting from WFC. and emotional support (emphatic understanding and sensitivity) to work-family issues, show a direct association with W-F-C. Then, in the family domain, Lagerström et al. [27] observed that interviewed nurses reported seeking familial support as an active response to work-family roles interference. In addition, emotional support by partner [44] and marital satisfaction [45] can help people cope with WFC. Regarding social support, Gandi [15] found some gender differences. In fact, the association of social support lack with home-work interference is stronger among men than among women. This association was then related to emotional exhaustion.
Emotional Regulation
Widely studied in psychological literature, and often mentioned in nursing as a specific dimension of the most assessed construct of emotional intelligence (EI) [46] , Emotional Regulation (ER) regards the ability to manage one's own emotions and it "refers to shaping which emotions one has, when one has them, and As for ERS efficacy, psychological literature sustains the higher efficacy of response focused strategies-such as reappraisal-with respect to those applied before the response, as suppression of verbal or non-verbal emotional expression [58] . Likewise, in the working context, deep acting seems less detrimental to workers' health and well-being and their ability to face up to interpersonal stressors with respect to surface acting (for review, [59] ).
Instead, this last has been associated with emotional exhaustion, depressive symptoms, absenteeism and job dissatisfaction [5] , as well as with those behaviors that are not genuine, and may negatively influence interpersonal relations and, subsequently, workers' well-being and performance [60] . The different efficacy of the two acting types has been explained observing that surface acting required higher cognitive control resources with respect to engaging in deep acting [60] . Biron and van Veldhoven [61] found that emotional acceptance (a deep acting) required poor effort in the emotional regulation at present. Anyway, deep acting didn't always have positive effects on health or organizational consequences, job satisfaction and job performance [59] [62].
In addition to the efficacy of the various ERS, some scholars outlined also their flexible use, their adequacy to the social contexts and their cost/benefit in relation to the social and interpersonal contexts [58] [63] . When individuals show a flexible use of ER, they tend to live different emotional states, in order not to have fixity persisting and intrusive emotional state [64] , but rather a gradual change from an emotional state to another, and no abrupt change associated with emotional liability [65] . Furthermore, they activate an emotional state appropriate to a live situation, in order not to have dissonant emotions with respect to the expectations and rules [66] . Instead, inadequate reactions to live contexts and social situations, emotional states that are not appropriate and expected in that occasion, and ineffective behaviors in relation to the pursuing objectives, can lead to dis-regulatory processes [64] [66].
In general, scholars distinguished adaptive from maladaptive ERS. While the former-such as emotional acceptance, emotional clarity, awareness and cognitive reappraisal-lead to beneficial outcomes regarding personal, interpersonal and social functioning [64] [67], maladaptive ERS produce harmful outcomes.
For instance, emotional avoidance and suppression, self-criticism, ruminating, worrying were associated with declines in instrumental behavior, social support, poor social relationships, lower social functioning, and difficulties in problem solving [67] [68] [69] . The use of these strategies has been associated also with depression, anxiety, as well as eating and personality disorders [70] [71] . Open Journal of Medical Psychology
Emotion is a construct widely influenced by gender differences. In fact, scholars showed that men and women differ in their emotional experiences [72] .
Gender differences are signaled also for ERS, albeit sometime the results are inconsistent. Women seem to use ERS more, and to ruminate more than men (for review, [73] ); in addition, girls experience greater difficulties than boys in regulating their negative emotions [74] .
Aim, Research Questions and Hypotheses
This study aims to find out if the work/familial organization and the ERS are related with the perception of W-F-C and F-W-C. Specifically, the purpose of this study was to inspect if in a sample of Italian nurses, the background aspects related to the classical socio-demographic variables, the work schedules and the familial factors might be related with the experiences of W-F-C and F-W-C, regarding the dimensions of time-based, strain-based and behaviour-based conflicts.
Furthermore, on the base of literature, we suppose that these relationships between the socio-demographic and work/familial factors and the directions of The effects of ER dysfunctions on W-F-C and F-W-C have often been overlooked in the context of Italian nurses. Indeed, the literature outlined some associations among socio-demographic variables, emotional demands and 
Measures
The first session of protocol assessed background information (age, gender, marital status, education, number of children, age of children). Other questions investigated the work features (work time pattern, variability of working time, working hours per day).
In order to assess ER, the Difficulties in Emotion Regulation Scale (DERS) [54] was administered, in its Italian version [76] . This instrument has 36 items, with 5 points Likert Scale (from 1-almost never to 5-almost always), assessing the levels of ER in relation to six domains (Non Acceptance, Goals, Impulse, Awareness, Strategies, Clarity). Its reliability is as good (Alpha = 0.93) as its validity. Coherently with the authors' indications, the subscale scores were obtained by summing up the items related to each dimension.
A following section enclosed the Work Family Conflict Scale (WFCS) [77] : a multidimensional measure of perceived conflict between work and family assessed by 18 items (Likert Scale, from 0-strongly disagree to 4-strongly agree).
The participants were administered the Italian version of this scale [78] . The items referred to three dimensions: time-based, strain-based and behaviour-based. Each dimension was examined in relation to the bidirectional influence between family and work (the effect of "family on work", the effect of "work on family"); in this way, six different measurements of the dimensions of conflict were obtained.
For each dimension, the reliability was higher than . 70 . Consistently with what suggested by Carlson et al. [77] , the subscale scores were achieved adding the scores for the items inquiring the dimensions.
Analytic Plan
The data analysis was conducted, according to the type of the variable and if assumptions are met. Firstly, the univariate descriptive statistics were computed; in the following step the Bivariate Linear correlations (Pearson's r) were assessed in order to explore the linear relationships between the inquired dimensions (see Table 1 ). Subsequently, in order to evaluate the potential differences among means in the inquired dimensions of DERS and WFC in relation to socio-demographic and familial/working variables, two MANCOVA were performed. Finally, Multivariate Linear Regressions (through a stepwise method)
were carried out, in which each dimension of WFC was used as criterion variable (six different regressions were applied). In these models, the socio-demographic, familial and organizational variables were inserted as predictors during the first step, and the dimensions of emotion regulation (DERS) during the second step.
These analyses allow us to investigate the effect exerted by aforementioned predictors on the work-family and family-work conflict dimensions, in order to find the combination of predictors that maximizes the accuracy of prediction of criterion variable. These statistical procedures allow us to examine the significance of R 2 change (explained as variance of criterion variable), in relation to each predictor's entry in the equation of regression.
Results
Pearson's linear correlations showed that age only has a positive and significant correlation with the length of relationship (r = 0.757**) and with working seniority (r = 0.829**). A positive correlation between age and DERS_GOALS (r = 0.165*) can also be observed (see Table 1 Generally, the DERS_NO_ACCEPT is positively and significantly correlated with all other scales of DERS and WFCS, but not with WFCS_TBFW (time-based family work interface). Generally, we could observe a significant positive correlation between all the scales of DERS and WFCS, as reported in Table 1 . Only the scale WFCS_TBFW showed few correlations with other dimensions, specifically with DERS_Impulse and DERS_Clarity; furthermore, it showed a significant and positive correlation with WFCS_TBWF. In sum, the scale of Clarity highlighted the lower levels of correlations with the WFCS among all DERS dimensions (see Table 1 ).
In order to focus on potential differences among participants' groups in relation to socio-demographic and organizational variables, the Mancovas were applied. Specifically, two Multivariate Analyses of Covariance were carried out, using the dimensions of the WFC and of the DERS respectively as dependent variables, with gender, the presence of children, the presence of family support as factors (design 2*2*2), and the variables of age and the working hours per day as covariates ( Table 2 ). It was observed that, although there are some significant effects in the multivariate level for the DERS dimensions, any statistically significant effect highlighted is in the univariate effects. Moreover, in the Mancova applied in relation to the WFCS scales, there are no significant differences among the means in relation to the covariates and factors examined ( Table 2 ).
These findings allow us to speculate that our nurses' sample might be considered homogeneous in DERS and WFC across the groups identified and in relation to the investigated factors (gender, the presence of children, and of family support) controlling the effects of covariates (age and the working hours per day).
Subsequently, in order to assess the effect of socio-demographic variables, organizational and familial variables and emotion regulation strategies on the perceived conflict between family and work, Stepwise Multiple Regression Analyses were carried out on the data, in order to gather significant aspects in the prediction Open Journal of Medical Psychology The initial selection of variables to embrace in these multiple regressions was based on the outcomes of previous correlation analyses. The preliminary analysis revealed the absence of collinearity issues.
In the Stepwise Multiple Regression Analyses the predictors were inserted in two blocks: the first block considered the socio demographic, familial and work related variables (age, gender, relational status, presence of sons, family support, working hours, variability of work schedule, night work, years of professional seniority, type of nurse activity); in the second block the six dimensions related to the emotion regulation (DERS) were inserted in the regression equation (DERS_No_Accept: Non-acceptance of emotional responses; ders_Goals: Difficulty engaging in Goal-directed behaviour; ders_Impulse: Impulse control difficulties; ders_Awareness: Lack of emotional awareness; ders_Strategies: Limited access to emotion regulation strategies; ders_Clarity: Lack of emotional clarity). The estimated b and beta (β) coefficients, their associated t-value, the significance and Variance Inflation Factors (VIF) are shown in Table 3 . Generally, we might observe that family support seems to exert a protective effect on the perception of WFCS_SBWF; on the other hand, the dysfunctional strategies of emotion regulation are likely to constitute potential risk factors in the perception of WF and FW conflicts. Specifically, among all ER dimensions, the difficulty in the impulse control, the lack of awareness and the no acceptation of emotional responses are highlighted as factors that are most significantly related to the perception of WF and of FW conflicts.
Discussion
This research aims to assess whether ER might affect the association among different antecedent variables and WFC, through an integrate research design approach. This topic is seldom investigated within the literature on nursing, as scholars focus mostly on the effects of some of the variables identified in our research, but fail to consider the ER as linking variable in the association of different predictors and the WFC. By contrast, we believe it is fundamental to assess seriously the topic, to delve into it using scientific canons while also taking into account the extensive knowledge about emotional demands in nursing and the ability of ER.
Through applying the MANCOVAs, we might highlight the absence of significant differences among the means in W-F-C and F-W-C, as well as for the DERS in relation to socio-demographic, familial and work related variables.
Indeed, our findings permit to observe that, although there are significant effects in the multivariate level for the DERS, any statistically significant effects are highlighted in the univariate effects. Also, in relation to the WFCS, there are not significant differences among the means in relation to the factors examined (gender, the presence of sons, the presence of family support). These findings were obtained by controlling the effects of the covariates age and working hours.
As regards gender, our findings are in line with the research sustaining that WFC is perceived similarly by women and by men [79] . About familial variables, we did not find differences in the means in relation to their effect; other scholars outlined, for instance, that the lack of assistance with housework and spending much time in housework and in child care seem associated with an increasing of WFC [28] .
Finally, our sample seems homogeneous in relation to the dimensions investigated of W-F-C, F-W-C and ER. Specifically, about the ER dimensions, our findings are consistent with the results obtained by Giromini et al. [76] in the Italian validation of the DERS, which prove the absence of significant differences in the dimensions' scores for male and female. Furthermore, regarding the differences about the two WFC directions, in our sample we observed that the le-Open Journal of Medical Psychology vels of the two directions are similar. These results are not in line with several researches that sustained the prevalence of W-F-C also in nursing then F-W-C that focusing on specific strategies could enhance the understanding of how nurses can manage WFC. This is in line with the research that found a curvilinear effect for hours worked on WFC and other outcomes, underlining that work demands did not lead directly to negative effects, but this association was influenced by some mediator factors [81] . In particular, we found that DERS, such as the difficulty to accept emotions, lack of emotional awareness and impulse to control difficulties seems to increase the negative effects of on WFC.
This confirms not only the importance that nursing literature attributes to emotions and their adequate expression, but mainly that the necessity of nurses' professional face or mask, consisting in emotional suppression of personal feelings and emotions, may be difficult and tiring for nurses. The two ERS, difficulty to accept emotions and lack of emotional awareness, represent the difficulty of nurses to take into account their affective needs and express their escape from emotional situations. Some scholars outlined that emotional charge that nurses lived at work and the necessity of emotional control can create a state of emotional dissonance and inauthenticity in nurses [82] [83] , that if they are frequent and lasting for a long time they can be stressful and, therefore, can negatively affect the providing optimal nursing care and nurse-patient relationship [51] [82] . Open Journal of Medical Psychology This emotional dissonance lived by nurses has been associated with WFC [26] .
So, in line with the ability to manage one's own emotions expressed by the construct of ER, nurses should recognize their emotions and how, when and where to express them [47] . Our results confirmed that the emotional suppression (iper-control of emotions) can be a dis-regulatory emotional way to live emotions [84] . In addition, the difficulty to accept emotions and lack of emotional awareness cannot be considered as genuine behaviors, as these may negatively influence interpersonal relations and, consequently, workers' well-being and performance [60] . Still, these two ERS required high cognitive control resources and that has been observed as a possible explanation of the more little efficacy of surface acting that deep acting [60] , such as emotional acceptance requiring a poor effort in the emotional regulation [61] .
In general, our results seem to confirm, also for WFC, the role of maladaptive ERS (such as emotional avoidance and suppression) on harmful outcomes, which has been recognized by many scholars and which concerns both lower social functioning [67] [68] and mental disorders [71] .
Considering the two directions of WFC, our results permit to note the role of different ER strategies. So, while the difficulty to accept emotions and lack of emotional awareness seem to increase the effect of workings day hours on Work-to-Family conflict, the impulse to control difficulties increased the perception of the interference of family issues on achieving work goals (W-F-C). In particular, we found that the difficulty of impulse control (DERS_IMPULSE) influenced the family interference with work based on the time and on the strain.
Therefore, when nurses have difficulty to control their impulse, they express a high perception of the burden of familial requests, also as regards the time that they devote to the family. Therefore, our results permit to sustain that the association between familial demands and WFC observed in literature [34] [35] can be increased by the presence of the difficulty of nurses to control their impulse.
On the other hand, the presence of family support might reduce the perception of FWC. In fact familial support seems to have a protective effect on WFCS_SBWF (Strain-Based Work Interference with Family) and it also had a negative association with total score of WFC scale, so when familial support increased, WFC decreased. This result confirms the role of protective factor played by the social support, and in our case familial support, considered active response to work-family roles interference [27] [85].
Limitations
Like all research, this study has several limitations. First, we adopted a cross-sectional research design that did not permit to draw cause-and-effect inferences for our findings. Therefore, it could be useful in future research to use longitudinal designs, which are clearly relevant in work-family research [86] and our research is no exception. Our study is also limited by the use of a conveni- Besides, we considered emotional dis-regulation strategies measured by DERS.
It could also be useful to analyze some good emotional regulation strategies and their positive role to balance WF interface, such as emotional awareness. Individuals who are able to regulate effectively their emotions might report less WFC. This might further integrate existing researches that tend to examine a direct association between objective characteristics of the work and the family environment, as well as WFC [87] . The findings, according to which some ERS increased the effects of some antecedents differently than for W-F-C and F-W-C, suggest the importance of taking into account the domain in which the WFC is experienced to understand more fully work-family interactions.
Moreover, our study is limited to the WFC outcomes, because we did not consider the effects of WFC on nurses' health and well-being, their job performance and job satisfaction or their quality of familial life, as investigated by the majority of literature in this field. Then, we can extend further our results to include some outcomes of WFC. We also neglected some key work related to protective factors, such as work social support, which can buffer the effects of WFC [41] and the emotional support by partners that can help people cope with WFC [44] .
Conclusions and Future Research
Notwithstanding its limitations, the present study makes several important contributions to theory and research. Most notably, we extend research about the effects of work and family antecedents on WFC through introducing ER dimension. Therefore, we also highlighted an important variable regarding individual differences, which should be considered in future research on the emotional abilities in work and family interference. It could be of interesting to take into account the association between specific emotional demands in nursing and the various ER strategies in order to observe what are more efficacious to balance work and family domains. In our research, we have considered only some familiar variables, but it would be interesting to extend the assessment also to other relational dimensions (such as job and familial satisfaction and couple affectivity) that might influence the skills and modalities of emotional regulation of people, consequently also their ability to balance work and familial demands.
The current findings also provide important practical implications. Our results permit to sustain that the adopted and implemented work-family policies in health organization might not provide the complete solution to the problem, with respect to WF interference. In fact, our results advance the literature by indicating that ER may better handle this conflict. An integration of work-family programs and an ER strategies education can better attain the desired balance Moreover, this study demonstrates that some ERS increased the effects of some antecedents on WFC, thus showing the potential value of ER for the training and development of nurses in teaching their profession. An organization might help nurses to learn efficacy ERS through training, critical support and other tactics in order to decrease the negative influence of WFC. Training programs might help nurses both understand the possible deleterious effects of some ERS in work and family domains, and build good emotional regulation skills so as to cope with emotional work and with family demands. Regarding the nursing practice and education, it would be desirable not only in order to implement prevention programs to improve the emotional regulation skills of nurses, but also to increase the attention of the scholars toward the assessment of their efficacy.
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